Previous research conducted to examine the implications of using audiocomputerized (A-CASI) procedures to gather sensitive sexual behaviour data has provided mixed results. The purpose of this study was to assess differences in the disclosure of HIV risk behaviours between subjects interviewed face to face and subjects interviewed using A-CASI procedures. An HIV/STD risk of exposure screening instrument was administered to 265 male and female adolescents in the juvenile justice system. T-test analyses revealed that adolescents assessed using A-CASI procedures endorsed fewer items on the HIV/STD screen than those interviewed by an assessor. In addition, those in the A-CASI group endorsed fewer items with explicit sexual or drug content and fewer subtle items. Results of this study suggest that A-CASI may not be suitable for use among adolescents in the juvenile justice system when assessing undesirable and/or illegal behaviours.
INTRODUCTION
During the past few years, audio computerized administration (A-CASI) of measures has become increasingly popular among researchers 1 . The advantages of computerized testing may include increased cost-ef® ciency due to decreased data entry needs, reduction in errors due to reading dif® culties, increased privacy for subjects, and potentially increased accuracy of subject self-report of sensitive behaviours such as sex risk behaviours due to increased privacy 1, 2 . However, research conducted to examine the bene® ts of using computerized testing in the collection of sensitive data has provided mixed results. Kissinger and colleagues 3 found that women tended to admit socially undesirable sexual behaviours more often when assessed by a computerized video administration method than when assessed by an interviewer face to face. Turner et al. 4 , and more recently, Gates & Sonenstein 5 found that adolescent males in a nationwide survey were more likely to report risky sex behaviours when assessed via A-CASI than when given a self-administered paper and pencil instrument. Additionally, gay men were found to be more likely to report having HIV positive partners and unprotected receptive anal sex when assessed using A-CASI 6 . Intravenous (IV) drug users assessed via A-CASI also reported more needle-sharing behaviour than those interviewed, but reported less frequency of injecting drugs than those assessed by an interviewer 6 .
These ® ndings taken together suggest the possibility of situation-speci® c, differential impact of assessment via A-CASI. For example, computerized assessment may be more valid and therefore more useful for community-based populations, rather than clinical settings in which individuals are accustomed to discussing sensitive topics. Conversely, participants in correctional facilities may be less likely to report what may be perceived as`incriminating' information without the rapport and trust conveyed in a more personal face-to-face interview. As both substance-abusing adolescents and individuals in the criminal justice system are at increased risk for HIV/AIDS 7± 9 , this could be a crucial distinction in designing risk assessment procedures. The purpose of this study was therefore to assess differences in the disclosure of HIV risk behaviours on an HIV/STD risk of exposure screen between two methods of administration (A-CASI vs Face to Face interview with subjects marking their own answers) among a sample of predominantly minority substance abusing adolescents.
METHOD

Participants
Participants were 181 male and 84 female adolescents seen in a court-ordered adolescent inpatient substance abuse treatment programme or in a juvenile detention centre, both located in Miami-Dade County. The sample approximated consecutive admission to the programme between 1998 and 2000. Participants were excluded from the study if they refused informed assent and/or their parents (or legal guardians) refused written consent, or if they suffered from severe cognitive or psychiatric impairments (e.g. psychosis). All adolescents were¯uent in spoken English.
The modal subject was a low income, ethnic or racial minority adolescent who abused alcohol, marijuana, and/or non-injection`crack' cocaine and resided in the urban inner city. The mean age of the sample was 15.61 (SD= 1.23; range 11 to 18). Subjects' did not differ by site or age (t=0.77, P=0.44).
Assessment procedures
Measures included the HIV/STD risk-of-exposure screening questionnaire an inventory designed to measure risk of exposure to HIV and other STDs as detailed below. Assessments were conducted using two separate procedures. Approximately half of all participants were administered measures using an audio computer assisted, self-administered interview (n=148). This procedure allowed participants to respond to items read aloud through headphones by pressing a single key on a computer keyboard. The other portion of participants (n=117) completed measures using paper and pencil during a face-to-face interview in which assessors read items aloud and participants marked their answers on a sheet of paper that the assessor could not see.
To avoid interviewer drift and other contaminating factors, interviewers received ongoing supervision from a clinical psychologist for the duration of the study. Interviewers were careful to ensure that respondents understood the meaning of each question. An interviewer would repeat or elaborate on questions if a respondent showed any evidence of confusion. Interviewers were trained to adopt non-judgemental attitudes and to establish rapport and build trust. To ensure con® dentiality, increase compliance, and facilitate accurate reporting, interviews were conducted in a con® dential manner, in a room that allowed for privacy. Participants were told that their responses would not be shared with treatment staff. In addition, as suggested by previous researchers 10 , efforts were made to motivate participants to respond accurately in order to reduce the likelihood that reports of sexual experiences would either be minimized or exaggerated. Participants were informed that their responses would be used to help improve HIV prevention programmes for others like themselves in substance abuse treatment or juvenile detention.
Subsequent to informed assent and parental consent, baseline assessments were administered one week after admission and with clearance from treatment staff that detoxi® cation was adequately completed. This was done to minimize the effect of detoxi® cation or withdrawal factors on test performance and to maximize accuracy of responses.
Measures
The HIV/STD risk-of-exposure screening questionnaire is a 27-item questionnaire created by the National Institute on Drug Abuse 11 to be developmentally appropriate for use with adolescents 12 through 19 years of age. The 27-item set includes items directly related to known HIV risk behaviours (e.g. anal and vaginal sex; alcohol and drug use) as well as items that appear to be more indirect or subtle (e.g. Do any of your brothers or sisters take drugs or drink too much? Have any of your closest friends had sex? If you get into trouble, can you go to your family for help?). Responses are in a yes/no format and yield a total score, with higher scores indicative of high-risk behaviour. Because we were interested in types of items that may be more likely to be endorsed due to method of administration, we also looked at subsets of the 27 items including a four-item scale with explicit drug behaviour content (e.g. Have you ever injected a drug? Have you been drunk in the past two weeks?), a 16-item scale composed of items with explicit sex behaviour content (e.g. Have you ever had an STD? Have you ever had vaginal sex? Have you ever had oral sex?), and a ® ve-item scale composed of more subtle items such as`If you get into trouble can you go to your family for help?' and`Have any of your closest friends had sex?'
Statistical analyses
Means, standard deviations, frequencies and other descriptive statistics were derived to characterize the sample. T-tests were used to test for group differences on the total score of the HIV/STD screen, the explicit drug item scale and the explicit sex item scale.
RESULTS
Means and standard deviations for the HIV/STD risk-of-exposure screening questionnaire by method of administration and the sample as a whole are presented in Table 1 . On average across methods, subjects endorsed 9.41 (SD=4.10) of the total 27 items, and less than one item (M=0.95, SD=0.97) out of four explicit drug behaviour items. Of the explicit sexual items, subjects across methods endorsed a mean of 6.11 items (SD=2.92), and 2.71 of the ® ve subtle items were endorsed (SD= 0.96).
Differences in item endorsement between the two methods of administration were evaluated in a series of t-tests (see Table 1 ). Subjects who were administered the HIV/STD risk of exposure screen using the A-CASI endorsed fewer items than those administered the instrument during a face to face interview on the total score, explicit drug items sub-scale, explicit sex items sub-scale and the subtle items (all P's 50.01) (see Table 1 ), with similar ® ndings for both genders when analysed separately (see Table 2 ).
DISCUSSION
On average, this sample of adolescents reported that they engage in a signi® cant amount of risky behaviour that may place them in jeopardy of contracting HIV or other STDs. Signi® cant differences were found for the total score of the instrument as well as the explicit sex, explicit drug and subtle item sub-scales with those assessed via A-CASI endorsing fewer items. Speci® cally, those assessed via A-CASI reported less actual risk behaviour (e.g. unprotected vaginal, anal or oral sex; drug and alcohol use) as well as less theoretical HIV risk correlates (e.g. drug, alcohol and sex risk among friends and family). These ® ndings are contrary to the ® ndings of previous studies in which subjects assessed using A-CASI had higher rates of disclosure than those assessed via interview methods 3± 6 .
The ® ndings of this study suggest that the contexts of settings in which individuals are assessed are important for honest disclosure of HIV/STD risk behaviours. At the time of assessment our sample of adolescents, were either awaiting adjudication for criminal charges, serving sentences, or in court-ordered substance abuse treatment, the two latter of which both require staff to report on residents' behaviour. Previous studies have obtained samples from community health agencies 3, 6 and national surveys 4, 5 , not from the criminal justice system. Despite careful explanation of the con® dentiality of responses, adolescents awaiting adjudication for criminal offences may bias reports of undesirable and illegal behaviours when assessed using computers due to fear of legal consequences (i.e. additional charges, more jail time). Our interviewers who conducted assessments for the interview group were well trained to establish rapport and put subjects at ease to ensure con® dentiality of responses. Therefore, in these forensic settings, subjects assessed face to face may have felt more motivated to provide honest answers given the established relationship with assessors. In addition, subjects marked their own answers on a sheet that had no identifying data, and it may not have been as evident to those assessed via A-CASI that the data collected would not be used to incriminate them in any way (e.g. via communications to police or probation of® cers).
Subjects in this study were not randomly assigned to method of administration of the instrument and therefore it is not possible to determine that lower reports of risk behaviour among the A-CASI group were solely due to method. It may be that those assessed via A-CASI actually engaged in fewer risk behaviours. Another limitation of this study is the lack of generalizability to other samples of adolescents not involved in the criminal system and other types of self-report data. An alternate interpretation of our results could be that the lower responses among the A-CASI group may re¯ect higher validity or less exaggeration. However, this possibility seems unlikely given the established high risk nature of this population 7± 9 . An additional limitation that may have affected our results is that we did not have access to information regarding what stage of the criminal process individuals in this sample were in at the time of assessment, which may have been useful as a covariate. Despite these limitations, the results of this study suggest that context and population are important considerations in choosing method of administration for HIV/STD risk screening as well as reports of undesirable and illegal behaviours. In order to draw conclusions about the appropriateness of using A-CASI procedures among adolescents in the juvenile justice system further research is warranted to crossvalidate these ® ndings with this and similar measures among additional adolescent forensic samples.
